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SUMMARY

On January 21, 2002, a26-year-old male volunteer
firefighter (thevictim) wasfatdly injured after being
g ected from hisprivately owned vehicle (POV) as
aresult of amotor-vehiclecrashwhilerespondingto
aconfirmed housefire. Thevictimwastraveling
toward thefire station on acounty road when, after
cresting asmall hill, hisPOV hit anicy section of
road. Hisvehiclelefttheroad, struck two mailboxes,
traveled up an embankment, and overturned several
times. Thevictimwas gjected through the sunroof
and wasfound lying unresponsiveontheroad. He
wastransported viaambulanceto alocal hospital
and waslife-flighted shortly thereafter to aregional
trauma center where he was pronounced dead the
next morning.

NIOSH investigatorsconcluded thet, to minimizethe
risk of smilar occurrences, fire departments should

+ develop, implement, and enforce standard
operating procedures (SOPs) regarding the
safe operation of all vehicles responding to
afirealarm

\ehicle Involved in Incident.

INTRODUCTION

OnJanuary 21, 2002, a26-year-old malevolunteer
firefighter (thevictim) wasfataly injured after being
g ected from hisprivately owned vehicle (POV) as
aresult of amotor-vehiclecrashwhilerespondingto
aconfirmed housefire. On January 28, 2002, the
U.S. Fire Administration (USFA) notified the
Nationd Ingtitutefor Occupational Safety and Hedlth
(NIOSH) of thisfatality. On February 13, 2002,
two safety and occupationa health speciaistsfrom
the NIOSH Fire Fighter Fatality Investigation and
Prevention Program investigated theincident. The
NIOSH team met with the Chief of the department
and then visited the site of the crash accompanied
by acivilianwhowasfirst onthescene. Thecivilian
pointed out the approximate | ocations of thevehicle
and victim at thetime of theincident, after which
photographs and measurements were taken. A
telephoneinterview was conducted with one of the
responding emergency medical technicians(EMTS)
on February 15, 2002. The State police report,
ambulance call sheet, training records of the
deceased, and coroner’sreport werereviewed.

TheFire Fighter Fatality I nvestigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialiststo develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua fire fighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-NI1OSH
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Thevolunteer firedepartment has22 firefightersand
servesapopulation of approximately 5,000 inan
area of about 35 square miles. The 26-year-old
victim had been avolunteer firefighter for 8 years.
Thevictim had completed National Fire Protection
Association (NFPA) Level | training, HazMat, and
wildland firefighter training. Thedepartment does
not have any written standard operating procedures
(SOPs) or specifictraining requirements. Thestate
Department of Public Safety (per Statelaw) does
not specify particular typesof training required of
volunteer firefighters.

Theincident occurred onarural, asphalt road with
little or no shoulder. Theroad isapproximately 16
feet wide with a posted speed limit of 55 mph.
According to the state police report, the weather
wasclear and theroad wasmostly wet at thetime of
theincident except for the crash areawhere patches
of icewere present. According to acivilian who
lived near the crash site, and who wasfirst onthe
scene, icehasatendency toform onthispart of the
road because it is shielded from the sun by the
embankment.

INVESTIGATION

OnJanuary 21, 2002, a26-year-old malevol unteer
firefighter (thevictim) wasfatdly injured after being
g ected from hisprivately owned vehicle (POV) as
aresult of amotor-vehiclecrashwhilerespondingto
aconfirmed housefire. Thevolunteer firedepartment
was dispatched for aconfirmed housefireat 2302
hours. Thevictim responded to the call from his
resdence. Hewastraveling east onatwo-lanecounty
road, approximately 1 milefrom hishome, whenhe
crested asmall hill, hit anicy section of road, and
lost control of hisvehicle. HisPOV (a2001 sport
utility vehicle) left theroad, struck two mailboxes
and an uphill embankment, and overturned.
According to the report from the state police, the
vehiclewasestimated to haverolled threetimesand

to havetraveled approximately 160 feet beforeit
came to rest upright (Photo and Diagram). The
victimwasg ected through the sunroof during one of
the rollovers. Note: The state police report
indicated that the victim was not wearing his
safety belt at the time of the incident. Thereport
further indicated that “ unsafe speed” was a
contributing factor. Inatelephoneinterview, the
investigating police officer noted that he was
unable to estimate speed due to lack of physical
evidence.

First on the scene was a neighbor who had heard
the crash frominside her house and who found the
victimlying ontheroad approximately 47 feet from
hisvehicle. Theneighbor cadled emergency services.
Thedispatcher notified the volunteer department
responsiblefor thisareaat 2312 hoursof the motor-
vehiclecrash. Squad 1 (four EMTs, aradio operator,
and adriver) responded at 2318 hoursand arrived
onthesceneat 2322 hours. Thevictimwaslyingon
the road; he was breathing on his own but was
unresponsive. Squad 1 administered emergency
medical care and transported thevictimto alocal
hospitd (arriva time, 2350 hours) wherehereceived
additional emergency treatment. Thevictimwaslife-
flighted approximately 45 minutes|ater to aregiona
trauma center where he died the next day at 0827
hours.

CAUSE OFDEATH

The coroner’s report listed the cause of death as
laceration of thebrain secondary to blunt impactsto
thehead.

RECOMMENDATIONS/DISCUSSION
Recommendation: Fire departments should
develop, implement, and enforce standard
operating procedures (SOPs) regarding the safe
operation of all vehicles responding to a fire
alarm_l,z, 3,4

Page 2



Y,

£,

(A

NIOSH

Fire Fighter Fatality Investigation
And Prevention Program

Fatality Assessment and Control Evaluation
Investigative Report #~2002-04

Motor-Vehicle Incident Claims Life of Volunteer Fire Fighter - Ohio

Discussion: Firedepartmentsshould develop SOPs
that provide guidance on performing al tasks
associated with responding to afire, including State
and local lawsand ordinancesthat pertainto safe
driving. SOPs for safe driving should include
mandatory use of safety belts. NFPA 1500, 4-2.6,
states the following: “The fire department shall
devel op standard operating proceduresfor safely
drivingfiredepartment vehidesduring nonemergency
travel and emergency response and shall include
specific criteria for vehicle speed, crossing
intersections, traversngrailroad grade crossngs, and
the use of emergency warning devices. Such
proceduresfor emergency responseshal emphasize
that thesafearriva of firedepartment vehicleat the
emergency sceneisthefirst priority.” Eventhough
thisstandard refersto“ firedepartment vehicles,” fire
departments should ensure that all personnel
responding in POV sfollow the same practices.
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Thisincident wasinvestigated by Mark McFal and
LindaFrederick, Safety and Occupationa Health
Speciaists, NIOSH, Division of Safety Research,
Surveillanceand Field Investigation Branch.
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Photo. Eastbound View of Incident
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